this site which are the most important cause of major bleeds. As the condition may be becoming more common, with the aid of selective arteriography and the colonoscope we may be able to identify these lesions more often in the future.
Pneumatosis Cystoides Intestinalis by A P Wyatt FRcs
The origin of intestinal gas cysts is far from clear and the diagnosis is often delayed because of nonfamiliarity with this rather unusual condition; no specific treatment for 'primary' pneumatosis is known. Five patients recently seen illustrate most of the features encountered and may also indicate a change in the pattern of the disease. Case Histories Case 1 A woman aged 38 presented with a two-month story of diarrhoea with bowels open five to six times a day, the stools containing mucus. She had suffered from bronchial asthma since infancy. A known case of mitral stenosis, she had been in cardiac failure and was also a diabetic. A vague mass was palpable in the left abdomen and on rectal examination a lobulated non-ulcerated tumour was palpable. This tumour could be made to prolapse through the anus and was then seen to consist of multiple gas-filled cysts which could be deflated with a syringe and needle. The patient died from a stroke sixteen months after the diagnosis had been made. Case 2 A man aged 53 has been admitted to hospital three times with cardiac infarcts and continues to suffer from angina. He presented with a three-month history ofwatery diarrheea up to eight times a day and a bearing down sensation in the rectum. Doughy masses were palpable in the region of the transverse and descending colon and on rectal examination a grape-like rubbery sessile tumour was felt. The lesions were biopsied through a sigmoidoscope and seen on colonoscopy (Fig 1) to extend all the way up to the splenic flexure. A barium enema showed the typical scalloped appearance of the sigmoid colon ( Fig 2) . The patient's symptoms persist after two years and the rectum is still full ofgas cysts.
Case 3 A woman aged 77 who suffered from mild recurrent asthma presented with a three-year history of increasing constipation with the passage of mucus. Tumour was palpable in the upper part of the rectum and was seen on sigmoidoscopy but biopsy was indeterminate. A laparotomy was therefore carried out when the whole colon was found to contain gas cysts. No other disease was demonstrated and no definitive procedure carried out. The patient remains in good health nine months later.
Case 4 A woman aged 79 had suffered from angina pectoris for three years. She gave a story of eight months' diarrhoea with bowels open up to twenty times a day. This followed a course of antibiotics for a bladder infection. She had some abdominal pain and a bearing down sensation. No abnormality was felt in the abdomen but a mass was palpable at the finger tip on rectal examination. At sigmnoidoscopy cysts were seen which burst with a popping sound when a biopsy was taken. Her condition has remained unchanged over the last eight months.
Case 5 A man aged 69 presented two years ago with abdominal distension, flatulence, constipation and weight loss of 40 lb (18 kg) in a few months. He had suffered with indigestion for 43 years, which was diagnosed as due to duodenal ulceration on barium studies many years before, and for which he took antacids. He showed clear evidence of recent weight Section ofProctology loss. The abdomen was distended and tympanitic but no tumour could be felt. Rectal examination and sigmoidoscopy were normal and a barium enema showed a redundant but otherwise normal colon. A large pneumoperitoneum ( Fig 3B) was demonstrated by the radiologist when carrying out a barium meal at which a duodenal ulcer was again demonstrated. Review of a chest X-ray done six months previously showed gas-filled bowel between liver and diaphragm on the right -Chilaiditi's sign ( Fig 3A) . At laparotomy the pneumoperitoneum was obvious. Gas cysts were found on the serosa of the lower 2 ft (60 cm) of ileum and the ascending colon. A paper-thin anterior duodenal ulcer scar was found and treated by truncal vagotomy and pyloroplasty. The patient was readmitted twice in the subsequent three months with episodes of intestinal obstruction which settled with conservative management. For the last year he has been symptom free.
Discussion
One striking feature of this condition is that it almost invariably occurs in patients known to suffer from some other complaint, either of the gastrointestinal tract or of the lungs. In recently reported cases, and in this small group, ischmmic heart disease is also much in evidence. Associated gastrointestinal lesions reported include pyloric stenosis, gastric ulcer or carcinoma, duodenal ulcer, regional enteritis, tuberculosis, various forms of colitis and scleroderma. When the lesion is in the duodenum, as it was in 55 % of Koss's (1952) series of 213 patients, the gas cysts affect the small bowel. It seems likely that in these cases tissue planes are opened up by an ulcerating lesion and gas tracks through the tissues. This certainly seems the best explanation of Case 5 with pneumoperitoneum. It is clear that gas can leak from small lesions in the bowel without leakage of intestinal contents and peritonitis. Hall (1971) reported 3 cases of tension pneumoperitoneum without peritonitis after colostomy closure and we have observed a similar condition after csecostomy.
Colonic disease most often seems related to cardiopulmonary disease and the relationship here would appear more devious but must exist. The key to the situation is probably to be found in the work of Keyting et al. (1961) who showed experimentally that gas would track along the aorta from the mediastinum. Following the injection of air into the tissue around the origin of the inferior mesenteric artery in dogs he was able to produce radiographs of the colon closely resembling those seen in human disease. If the cysts do commence in this way why do they not rapidly resolve as does surgical emphysema elsewhere? It seems unlikely that they are replenished from the same source for a period of several years. A clue probably lies in the gas content of the cysts which has been measured on many occasions. For instance Hughes et al. (1966) from the London Hospital obtained the following figures: nitrogen 72.5%, hydrogen 10.0%, oxygen 7.0%, CO2 1.7 %, &c. The high percentage of hydrogen in the cysts strongly suggests that gas diffuses into the cysts from the bowel. It seems reasonable to marry these two mechanisms and suggest that the spaces are created by mechanical means but replenished by gas diffusion from the bowel.
A wide spread of ages is seen amongst these patients. The condition is also said to occur in infants and children but most such cases reported as pneumatosis are due to gas-forming organisms invading the bowel wall during the course of enteritis (Stone et al. 1970) . The absence of peritonitis or gross inflammatory lesions in the bowel wall of adult cases makes an infective etiology very unlikely in this group.
Diarrhoea is the commonest presenting symptom but patients may complain of constipation, flatulence, abdominal distension and occasionally bleeding. Prolapse of cysts through the anus has not been recorded previously. Some cases have presented with intestinal obstruction or volvulus due to the cysts.
Lesions occurring in the rectum were said by Koss (1952) to be uncommon, yet they make up most of this small group and appear quite often in the recent literature. This suggests there may have been a change in the pattern of the disease perhaps due to aggressive treatment of duodenal disease in recent years.
Three pathologists reported on the rectal biopsies from three of the cases. In each case empty spaces and a foreign-body type of granuloma were seen in the submucosa and a diagnosis of oleogranuloma was suggested. Each pathologist asked, at the end of his report, if injection treatment for piles had been carried out. However, the lesions were quite typical of those seen in pneumatosis when this condition was considered. It is clear that the diagnosis is more easily made by the aware clinician as spaces seen down a microscope are not highly informative.
Only one of the subjects described is now symptom free. This is the man with pneumoperitoneum and a duodenal ulcer which was treated surgically. The youngest patient died at home from a stroke and the other three continue to have bowel symptoms after periods varying from eight months to two years. Fortunately the disease usually runs a benign course and many cases of spontaneous regression have been reported (Navani 1967 , Moore 1968 ).
Management of these patients is entirely symptomatic if the lesion is in the colon and no primary gastrointestinal lesion is identified. Resection of colonic cysts under these circumstances may be followed by recurrence (Sames 1964) . However, where small bowel cysts are secondary to a correctable surgical lesion such as a duodenal ulcer, complete relief is usual after operation on the primary lesion; complications such as obstruction, volvulus or adhesions may demand surgical interference.
Experiences of Lord's Procedure for the Treatment of Hiemorrhoids [Abridged] by Patrick Sames FRCS (Royal United Hospital, Bath) Lord (1968) claimed that forcible dilatation of the anal sphincters to 8 fingers, followed by the daily use of a specially designed dilator, resulted in a cure of all cases of hemorrhoids irrespective of the stage to which they had progressed. However, he gave no details as to figures, but claimed in general terms that this procedure had eliminated the need for treatment by injection or radical cure by surgery.
This procedure was given a trial with accurate follow up. One hundred and forty-nine consecutive cases of himorrhoids without selection were thus treated; 5 were lost to follow up. Of the remaining 144, 3 were judged as failures, 2 requiring radical hmmorrhoidectomy and one a further manual dilatation with satisfactory relief of symptoms. Fifty-one cases were followed up for six months or more and in none of these has bleeding or prolapse been a continuing complaint, although these were the presenting symptoms. In fact, relief of symptoms occurred in all patients immediately following the manual dilatation (MDA). Nine patients were followed up for a year or more with continuing satisfactory results.
Of the 51 patients followed up for more than six months all but 9 were judged to be unqualified successes. The patients would not admit to any symptoms whatsoever, even on the closest questioning, and many spoke of their cure in the most extravagant terms. It was only after the closest questioning that the remaining 9 patients, classed as qualified successes, admitted to such minor symptoms as slight soiling or perianal dampness. The majority of patients would not admit to any postoperative incontinence, although a small number were so troubled for two or three days. The maximum length of incontinence was three weeks, this occurring in 2 cases. There have been no instances ofpermanent incontinence.
Although this procedure resulted in a dramatic relief of symptoms, it was noted that in all patients the state of the hemorrhoids, as judged on proctoscopy, was unchanged. The anal canal, however, was much more relaxed than formerly, easily admitting two fingers. There was no resistance to the passage of the Lord dilator, which previously would have been strongly -resented. Care was taken to exclude from the trial patients whose symptoms were judged to be solely due to fissure-in-ano. Cases of dual pathology were, however, included.
